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 A standard health survey was initiated on 

10/29/13 and concluded on 10/31/13 and a Life 

Safety Code survey conducted on 10/30/13 with 

deficiencies cited at the highest scope and 

severity of an "F".   

An abbreviated survey was conducted in 

conjunction with the standard survey to 

investigate KY20850 and KY20903. The Division 

of Health Care unsubstantiated the allegations 

with no regulatory violations.
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